Introduction: Chronic liver disease is one of the most common and most serious health problems in Egypt due to the prevalence of intestinal Bilharaiasis as well as viral hepatitis. The way in which the family copes with and adapts to chronic illness of one of its members has a strong impact on the physical and psychosocial well-being of all members and on the shape and duration of the clinical course of the illness itself. The family doctor therefore should be able to evaluate the families' adaptation to illness and to promote successful coping strategies where necessary. The aim of this study is to improve family function and quality of life of patients with chronic liver disease through detection of family dysfunction. The detection of family function is the first step in this regard.
Introduction
UNDERSTANDING and responding to family dynamics is a key component in the provision of comprehensive care for persons with progressive illnesses. Awareness of the possible emotional and behavioral reactions, which accompany the turning points of an advancing illness, can assist practitioners and the families they encounter [ii.
Chronic illness has become a nearly universal part of family life and requires families to recognize themselves around the illness. Not only does chronic illness have an impact of the family but also how the family copes with illness can influence the course of illness. Some families may ignore the illness. Others may totally recognize the illness and putting patient needs first [2] . Egypt has the highest countrywide prevalence of hepatitis C virus in the world, with an estimated 8-10 million among a population of 68 million having been exposed to the virus and 5-7 million active infections. An important cause for the high exposure to HCV was the establishment of a large reservoir of infection as a result of extensive bilharzias control programs that used intravenously administered tartar emetic 20-50 years ago [3] . Only 15-20% of people infected with HCV have an acute viral hepatitis syndrome, but the majority develops chronic hepatitis that is usually asymptomatic and undetected for many years. Over a course of 20-40 years about 20% of those with HCV caused chronic hepatitis progress to cirrhosis, and a proportion of these (possibly 2-3% per year) die as a result of complications of cirrhosis or hepatocellular carcinoma [4] .
Subjects and Methods
This study was a cross sectional-descriptive study. Our target population Adult patients of both sexes who was attending to the communicable disease and research center in Suez-Suez Canal University, who were already diagnosed to be chronic liver disease patients due to HBV, HCV, or both with or without schistosomiasis and with or without cirrhosis, the study excluded Patients who have hepatic encephalopathy at the time of study, patients with Malignancy except hepatocellular carcinoma, and Patients who have other end stage comorbid diseases (uncontrolled DM, renal failure, heart failure, ischemic heart disease, tuberculosis and chronic obstructive pulmonary disease). This study was done from March 2010 to March 2011.
Each patient was subjected to the following:
Assessment of family function was done by using family adaptability and cohesion evaluation scale (FACESII). Another designed questionnaire was used to asses to evaluate patient with chronic liver disease included: 1) Personal, social, geographic assessment. 2) History taking and physical examination. 3) Biochemical testing for Liver function evaluation e.g.: Alanine aminotransferase (ALT), aspartate aminotransferase (AST), serum albumen, total serum bilirubin and prothrombine time (ROCH reagent) (92). 4) HBsAg and HCV antibody using enzyme linked immuno-sorbent assay (ELISA) (93). 5) Abdominal ultrasonography. The severity of liver disease were be assessed by Child-Pugh classification. Obtained data were entered and analyzed using Statistical Package of Social Science (SPSS 10). Data were presented using descriptive statistics in the form of frequencies and percentages for qualitative variables, and means and standard deviations for quantitative variables. Chi-square test had used for categorical variables and the level of significance were be consideration statistically significant if (p-value is <0.05) and will be high statistically signification if (p-value is 0,01). The result was presented in the appropriate form of tables and graphs using Microsoft Excel. Data was presented using Microsoft power point.
Results
A total of 233 patients were enrolled in the study. (Table 1) shows the socio-demographic characteristics of the patients with chronic liver disease. Of all subjects, 26.9% were males and 63.1 were females; the mean age was 51.32±7.53. According to the residence, about 2/3rd (69.5%) of the patients were resident in urban areas. About 54.9% were illiterate, 35.2% of the patients could read and write. More than (2/3) 72.1% were married, 80.3 were =employed. 58.8% of the patients had inadequate income. Table ( 2) shows distribution of the studied population according to CLD character, according to etiology HCV infection was present in 91% (being mixed with schistosomiasis in 12.9%, mixed with HBV in1.3%), due to HBV in 6% and schistosomiasis in 2.1%, it also shows that the mean duration of CLD is 5.95±5.23 year, according to Comorbid disease among patients with CLD, 45.5% of patient had no comorbidity while 32.6% of patients were Comorbid with diabetes, about half of patient (49.6) had positive family history of chronic liver disease. (Table 3) shows Distribution of the studied population according to family function patients with CLD, regarding to cohesion, it was found that 2/3 of patients were balanced (connected, separated) 41.6%, 28.8 respectively, while 29.6% were extreme (24% disengaged, 5.6% very connected). Regarding to adaptability 66.1% was balanced (Flexible, Structured) 50.9%, 15.9% respectively. It was found that 33.9% were extreme (23.2% were Very flexible and 10.7 were Rigid). (Fig. 1) shows Distribution of the studied population according to family function It found that 46.6% were balanced (function families) and 53.6% were unbalanced (midrange and extreme type) (dysfunction families). (Table 4) shows Relation of family function and Socio demographic data of the studied population, there are no statistically significant difference between all social demographic data and family function except age it was found that family dysfunction were more frequent in patient aged less than 45 year 67.4%, which is statistically significant. (Table 5) shows the relation between family function and character of chronic liver disease for the studied population, both etiology of CLD, duration and Comorbid disease show no significant difference in family function among patient with CLD, However it found that, Patients with HCV and schistosomiasis had the highest prevalence of family dysftmction, also it was fotmd that family dysftmction were highest is patient had CLD more than five year 59.3% and family dysfunction were higher in patient with DM in compare with patient have no DM. (Table 6) shows Relation of family function and clinical data of CLD among studied population, there is no significant difference regarding number of symptoms, almost all symptoms and sign shows no significant difference, except male patients who have Gyncomastia, family dysfunction were higher in patient with Gyncomastia compared to patients without p-value=0.024 also Prevalence of family dysfunction was significantly higher in patients with abdominal swelling and in patient with melena (p=0.019). (Table 7) shows Relation of family ftmction and Endoscope and Ultrasonic examination among studied population there is no statistically significant difference between family function and endoscope and ultrasonic findings. (Fig. 2) shows Relation of family function and severity of CLD among studied population According to Child Classification it was found that patient with child A had the highest family dysfunction 54.6%. 
Discussion
The current study detected prevalence of family dysfunction among patients with chronic live disease. The prevalence of family dysfunction in current study 53.6% was much higher than these result reported by Mohamed Sayed, (1993) who conduct his study in family health center, Suez Governorate he found prevalence of family dysfunction among diabetic patients was 20% using FACE II questionnaire as tool [5] .
Arpin K, (1990) conduct his study on 216 chronically ill subjects (from oncology, rheumatology and gastroenterology clinics), using the McMaster Family Assessment Device, and the Psychosocial Adjustment to Illness Self-report Scale. Subjects from the three clinics were comparable on meaning, family function and adjustment variables. The proportion of subjects with family dysfunction was 30% and with poor adjustment to illness was 36%, high by community standards [6] .
The higher prevalence of family dysfunction of current study than the previous two studies it may be because Chronic liver diseases have a terrible impact on health of the patients. Such impact could be due to annoying symptoms and signs or complications. Also prevalence of Family dysfunction in current study was in partial agreement with result reported by Mosleh A. Ismail, (2002) who found Family dysfunction with those attending of Family Practice Centers, Ismailia governate was (35.4%) by using APGAR score as tool, about 38.7% of those with family dysfunction reported in his study had health problems. Hypertension, diabetes mellitus and anxiety/depression were the most reported health problems (7.2%, 6.5%, 1.9%) respectively [7] .
In anther study prevalence of Family dysfunction was reported by 16% of the studied population in Spain comparable with 59.6% among those from Korea [8] , the situation was midway in USAcommunity where 24% of the studied population reported family dysfunction [9] , on the other hand, among women in Poland, family dysfunction was reports by 16% of studied population [in Such differences could be also explained in the view of difference of family function across the different communities along with the pattern of the life style that may vary from one country to another. These factors among others might cause the family member within the same household to be self-reliant in handling life events without sharing other family-members [7] .
The socio-demographic variables are important determinants of family function. In the present study, family function displayed an insignificant association (p>0.05) with almost all sociodemographic variables such as sex, educational, income, family size martial and employment status. Although family dysfunction was higher in female than male, urban than rule, divorced show the highest prevalence of family dysfunction while married patient show the least family dysfunction, there are significant difference regarding patient age, family dysfunction were highest in patient less than 45 compared to patient aged more than 45 yearp-value=0.037, these results were in agreement with those brought from China showed that no significant association between the family function (Apgar scores) and most of the patient's characteristics such as gender, age, marital status and education [ill. On the contrary, in another study conducted in brought from Korea and concluded that: Age, gender, marital status, educational levels, monthly income and occupation were significantly associated with family function (p<0.001) [12] .
The similarities and differences between such reports and the findings of the current study could be explained by the difference in nature of the setting of the study and the discrepancy of sociodemographic variables that may vary even within the same country.
In current study it was noticed that family dysfunction were highest is patient had CLD more than five year since diagnosis 59.3%, in compare to patient had CLD between one to five year 50.5% and patient had CLD less than one year show the lowest prevalence of family dysfunction 48.4%.
In present study, family dysfunction being worse in patients with combined liver disease (HCV and schistosomiasis/viral hepatitis B and C) comparable to those with single etiology (schistosomiasis, HCV and HBV alone).
An Interesting finding of the present study is the lack of statistically significant association between family function and number of Symptoms of CLD, Although prevalence of family dysfunction was significantly higher in patients with Gynecomastia (for males), (Dustin A Fennell, 2009) reported that gynecomastia is not a reflection of the sexuality of the sufferers, however statistics show that they usually suffer from insecurities about their sexual performances and appeal, due to the feminine appearance of their chest. Enlarge breasts can cause a social and sexual handicap resulting in complexes and disarray. Men with Gynecomastia usually are not eager to promote relationships with the opposite sex, fearing rejection. They tend to feel less masculine, less "men" and that can have serious effect on their behavior and attitude towards women. Although studies prove that women can accept such a condition, men do not seem to be happy about it. The emotional consequences of the disease need to be worked on additionally to any physical treatment [131.
Also it was found that there are statistically significant association between family dysfunction and abdominal swelling p-value=0.024, however regarding the severity of Ascites by ultrasonic examination there were no statistically significant difference, also it was found that liver and spleen size by ultrasonic examination show no significant difference, the same was found by endoscopic finding, there no significant difference in family dysfunction between patient with Varices or ulcers.
Regarding family function and severity of CLD assessed by Child classification it was found that no significant association between severity and family function, it may be explained in basis of in current study, more than 2/3 of study population is Child A only 3% is Child C, so the current study cant judge on family function and severity of chronic liver.
